into hospital when they did. I know and agree with the arguments against domiciliary physiotherapy, but a physiotherapist attached to a general practitioner and working in his surgery on a number of patients is a different proposition, and one which should appeal to a number of married physiotherapists. I cannot think but that this would save a large number of hospital beds.
I have said enough to show what my views are about temporary residence and intensive physiotherapy. For the permanent patients, the main need is to build up their morale, and I believe it is important to tell them the truth about their illness and to discuss it at some length. Certainly this is true of the motor-neurone disease patients who have to face increasing disability, though I do not think one should take away all hope from them. The multiple sclerosis patient, who has more brain damage and mercifully usually has a euphoria, is a different proposition, but even here I do not think there is anything to be gained by avoiding the issue; however traumatic the first conversation, in the end they usually come to terms. The motor-neurone disease patient can be helped by good care, good nursing and above all by constant communication with those who can cope with his increasing speech difficulty. In our experience these patients do not die from choking as is generally thought, but from pneumonia or peripheral circulatory failure.
With regard to older patients, their needs in terms of space are similar. They too need ample ward space though here some will do better in single rooms, at least until their nursing needs are too great for this, and it may be possible to have rather larger than 4-bedded wards, but I am sure they should not be too big and should allow for curtaining and other forms of privacy. Nothing is more depressing for patients and staff alike than rows of beds facing each other and occupied by people in varying degrees of mental and physical deterioration. Old people too need to have wide corridors where they can practise walking with hand rails on either side and ample day room space with toilet facilities easily accessible, upholstery and carpets that can easily be cleaned and washed, and good facilities for occupational therapy. A gymnasium is desirable too so that other forms of rehabilitation can be practised. As many as possible should be up, and indeed I would like to see hospital accommodation confined to those who cannot maintain an independent existence in warden-covered sheltered housing with hospital admission confined to intercurrent disease and terminal care. I know that this is an unfashionable belief but I see very little future for welfare homes. I think people should either be in sheltered housing or where they can be properly looked after.
One very important requirement of all the chronic sick in hospital, young and old, is that there should be ample gadgetry and that aids should be available quickly. It is the common experience of all of us that wheelchairs and possums take so long to deliver that the motorneurone patient especially has passed the phase when he can use them by the time they come. It would be valuable if all appliance centres had a pool from which these patients' needs could be met quickly; the appliances could then be taken back into store when the need has passed. The Disabled Living Foundation has an Aids Centre at 346 Kensington High Street, London W14, where living aids are displayed, and they welcome professional visitors; it is necessary to make an appointment.
Finally, I cannot stress too much that good liaison with family and community services is essential. Above all, the need is for a doctor who is intensely concerned and interested in such patients, who provide a most rewarding and worthwhile group which is sorely neglected at present. The Local Authority The involvement of the local authority in the care of the chronic sick has been greatly influenced during the last decade by the development of the idea of community care, and the emergence of the family health team.
For some years now it has been clear to most doctors and nurses working in the local authority health service that total patient care has to be looked at in the light of modern conditions, modern progress and modern thought. Looking at the pattern of patient care outside hospital in the contemporary scene, in terms of clinical and administrative responsibility, it is obvious that the general practitioner group on the one hand and the medical officer of health and his staff on the other are in the central positions. The medical officer of health, or, as he is more appropriately thought of today, the community physician, has the organizing experience and the staff to ensure that teams of nurses and others are available to act as units under the clinical leadership of the GP. It is the responsibility of the medical officer of health to ascertain the totality of medical need in his area, evaluate and monitor the methods of meeting this overall need, and ensure that these needs are met in the most beneficial way available at the time, and within the availability of finance and manpower.
The emphasis on the term community care represents to me something new in sociomedical policy. This is a type of patient care that is actively and positively required in the patients' best interests, and not as a second best thought to be greatly cheaper than hospital or institutional care. Indeed, this concept today declares that it is better, wherever possible, to provide help and support for patients and clients living in their own homes, with their own families, in their own neighbourhood, rather than in institutions.
The second guide-line of the local authority's responsibilities for the chronic sick in the community is the formation of family health care teams. The relative inefficiency and ineffectiveness of isolationist professional effort has been pointed out in various reports with the result that larger group practices and consequently larger teams of attached nurses have been formed. Surgery nursing is increasing and domiciliary visits both with and for the GP are all part of the daily role of the health visitor or district nurse. There has been a subsequent rise in the nurse's status, increased efficiency. and greater interest in all cases now that the diagnosis, prognosis, treatment and changes in treatment are known. Changes have been made in the composition of the health team and there are expected to be functional changes in the duties of the nurses as well as the addition of enrolled nurses and lay assistants. Further development must take place based on the concept of a multidisciplinary team including social workers and members of professions supplementary to medicine. Nurse management becomes essential to the proper deployment of nursing staff as teams continue to grow.
Thus, the evidence is that medical care in all its aspects is starting to polarize into that provided at the district general hospital and that provided at the health centre. The development of larger teams in the community, better trained and qualified for their task, will more adequately meet the needs of the contemporary community.
One of the local authority's main responsibilities in the care of the chronic sick is housing. Unfortunately housing is not the responsibility of the social services department and a good deal of administrative difficulty may be encountered in this field. In Cumberland, welfare funds are set aside for the adaptation of property for the convenience of handicapped persons and probably an equal amount is spent by housing authorities. In addition, home adaptation for hemodialysis is also financed. Another responsibility is loan equipment where various items are available for home use. Administration difficulties may concern the overlapping responsibility of the hospital service in this matter. Further responsibilities are employment or diversional activities, such as sheltered workshops, where residents feel they are actively needed by the community to make useful articles, and the provision of transport. Voluntary societies are showing the way in the provision of suitable vehicles and future demands may have to be met by ambulance services and social services departments.
Residential care for the chronic sick in the community is now the responsibility of the director of social services. There is an emerging need in the county for middle age residential provision in addition to the unit for 20 younger chronic sick which has been set up in West Cumberland. The extent to which the community has been involved in the unit is quite marked. Most of the problems have been dealt with. by a medical advisory committee attended by the consultant in physical medicine and his wisdom and advice have proved invaluable.
The medical officer of health and the director of social services need to take a wide angle view of each case so that care may be planned in an attempt to overcome a sense of downward progression. Design and Accommodation Ecology has been defined as the relations between the organisms and their environment. An organism is an organized body consisting of mutually dependent parts fulfilling functions necessary to the life of the whole. The environment is the total situation. In caring for the chronic sick we must reintegrate the patient as fully as possible into this total situation. There are four approaches to this problem, the first three of which concern the patient: maximum physical build-up; help by bioengineering skills in the form of appliances; and help from domestic engineering know-how in the form of aids. I shall be dealing with the fourth approach, which is through design and accommodation so that the environment is adapted to meet the needs of functional disabilities.
To do this one needs further facts about the patient's relationships and activities in the home and at work, and his performance as assessed by his family, his family doctor, friends, work-mates, medical social worker and the patient himself. From this information we can place a person in one of the following broad categories: mobile independent, semi-dependent or fully dependent.
Whenever possible the aim must be to enable the patient to continue to live at home. The programme will have to be malleable and designed sequentially and will, of course, involve
